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EXECUTIVE SUMMARY

The overarching goal of thexas Healthcare Transformation and Quality Improvement
Program vaiver ("Progran) is to support the development and maintenance of a coordinated
healthcare delivery system, therahgintaining or improving health outcomes while containing
cost growth. This goal is consistemth the Centers for Medicare and Medicaid ServigesS)
"triple aim' approach to improve the experience of cavénprove the health of populations,
and toreduce the cost of healthcare without compromising qu@sgwick, Nolan, &
Whittington,2008)

Specifically, theProgramused two integrated interventions aimed to improve access to
healthcare, increase quality of care, and reduce costs of caredépditaid managed care
(MMC), and revise the upper payment limit (UPL) supplemental payment program by creating
two new pools to fund healthcare system improvement.

1. MMC Expansioni Texas leveraged the existiMMC delivery system to operationalize
reforms by expandinyIMC throughout the state. Specifically, theogramexpanded the
existingMMC programs State of Texas Access Refo(BITAR) and STAR+PLUS,
statewide, carvenh prescription drug benefits and rbehavoral health inpatient
hospitalizations, and transformed the childsetental program from fefer-service to a
managed care model.

2. Healthcare Delivery System Transformationi Given federal limitations related to the
carvein of nontbehavioral health irgtient hospitalizations under tMMC expansion,
Texas established two new funding paolpreserve UPL syglemental payments to
hospitals the uncompensated care (UC) pool to assist providerdd@tbosts and the
Delivery System Reform Incentive Payment (DSRIP) pool to promote health system
transformation.

The first four years of thBrogramhave laid the framework for future success, but more time is
needed to assess the effect of MMC expansiorand the implementation of the DSRIP

program. System transformation requires a sustained investment of both time and resources to
bring positive change to Texdmealth system. This summary provides an overview of the
evaluation goals and presents prelimynizndings during theefirst years of thd>rogram

MEDICAID MANAGED CARE EXPANSION

The evaluation goals examining the impact of managed care expansion relate to a@ress to
coordinationof care qualityof care efficiencyof care and cost of are. The evaluation has four
primary goals.

1 Evaluation Goal 1: Evaluate the extent to whi@tcess to caramproved through managed
care expansion to new STAR and STAR+PLUS service delivery areas (SDAS), dental
services, and pharmacy services.
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o0 Waiverfocusgoals include access to prescription drugs, dental care for children, non
behavioral inpatient care, and adult access to preventative/ambulatory health service.

Evaluation Goal 2: Evaluate the extent to whidoordination of caremproved through

managedare expansion to new STAR and STAR+PLUS SDAs.

o Waiverfocus goals include coordination of care among providers and service
coordination.

Evaluation Goal 3: Evaluate the extent to whicjuality of caremproved through managed

care expansion to new STAR&ASTAR+PLUS SDAs, dental services, and pharmacy

services.

o0 Waiverfocus goals include quality of dental care for children and quality of adult
preventive and emergent care.

Evaluation Goal 4: Evaluate the extent to whidificiency improved and cost deased

through managed care expansion to new STAR and STAR+PLUS SDAs, and dental services.

o Waiverfocus goals include reduction of member costs, increased utilization rates, and an
analysis of thé&xperienceRebate provision.

Preliminary Findings

MMC expansion supporfrogramgoals by building a foundation for an integrated healthcare
delivery system that incentivizes quality and efficiency and improves healthcare quality and
outcomes for the Texas Medicaid population. AlthoMiMIC expansion statew&has been
successful, the benefits offered continue to change, suggesting that further evaluation, especially
for clients utilizing longterm services and supports, is warranted.

Key Achievements

1
il

Texas completed statewide expansioMMC delivery sysem for STARand dental

services for childrem March 2012 and STAR+PLUS in September 2014.

Considerable policy changes have been made to consolidate 1915(c) and 1915(b) waivers
into theProgram These changes hakeducednultiple layers of regulation anéporting
requirements, thereby reducing administrative burden and streamlining processes.

Texas added behavioral health benefitsidC's existing behavioral health service arimy
September 2014nd nursing facility benefits in March 2015.

Through chages in policythere has beea shift toward homeand communitybased care

for the MMC population.

Preliminary Results

T

T

An increased focus on coordinated care across physical and behavioral health services, and
long-term careAdditionally, there is potetial to improve quality and value within the

delivery systembut sufficient data are not yet available to adequately evaluate. [Evaluation
Goal 2]

A decrease in costly restorative and orthodontic dental services under managed care
compared to feéor-senice. [Evaluation Goals 3 and 4]
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1 More money was returned to Texas under the Experience Rebate provisioRafgrem
compared tahe money thatvould have been returned under the Medical Loss Ratio
regulations. [Evaluation Goal 4]

Ongoing Challenges

Results from th&rogramstakeholder surveyadicateroom for improvement:

9 Stakeholders expressed dissatisfaction Withaged Care OrganizatioMCO)
administration/staff levels, inefficient MCO credentialing process, and processing time for
claims and payment (especially for clients needing urgent behavioral health services or
primary care).

1 Recommendations include streamlining Medicaid:

o Provider regyulations,

o Enrollment procedures,

o Prior authorization policies,

0 Credentialingand

o Claims processing rules.

Providers recommended standardizing policies and processes across MCOs.

Stakeholders recommeedicreating a formal system to increase commuianadcross all

stakeholders.

1 An unintended consequence of the policy allowing clients to change MCOs every 30 days
has led to provider frustration related to increased administrative burden for service payment.

E

HEALTHCARE DELIVERY SYSTEM TRANSFORMATION

The evaluation goals for the new UC and DSRIP pools relate frtiggan's ability to show
guantifiable improvements in the quality of care, lowering cost, and health of the population; the
amount of funds disbursed through the UC pool; and stakehadeggiions oMMC

expansion, the Regional Healthcare Partnerships (RHPs), and the UC and DSRIP pools. The
evaluation has seven goals.

1 Evaluation Goal 5: Evaluate whether uncompensated costs, based on service type, remain
stable or decrease over time fospials participating in thBrogram
1 Evaluation Goal 6, 7,and 8:
o Evaluate the extent to which, through the implementation of DSRIP projects, RHPs
impacted thejuality of care
o Evaluate the extent to which, through the implementation of DSRIP projects, RHPs
impacted thénealth of the population served
o Evaluate the extent to which, through the implementation of DSRIP projects, RHPs
impacted theost of care
1 Evaluation Goal 9: Evaluate the extent to which the establishment of RHPs increased
collaboration among healthcare organizations and stakeholders in each region.
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1 Evaluation Goals 10and 11:

0 Assess stakeholdg@erceivedstrengths and weaknessasdsuccesses and challengds
the expanded managed care program, the UC pool, and the DSRIP pool to improve
operations and outcomes.

0 Assess stakeholdeecommendedhangedo the expanded managed care program, the
UC pool, and the DSRIP pool to improve operations and outcomes.

Preliminary Findings

The UC and DSRIP programs support waiver goals by building a foundation for an integrated
healthcare delivery system that incentivizes quality and efficiency throughfarpay

performance or pafor-reporting model. However, while DSRIimplementation has been
successful, more time is necessarg\aluatenvhich projects demonstrate impact in terms of
outcomes and whether it is feasible to replicate any of the innovative models at a statewide level
or in aMMC environmentFinally, moretime is necessary to better examine the impact of the
DSRIP projectand expandeMC on rates of UC.

Key Achievements

1 Texas successfully developed the UC and DSRIP pools and created the 20 RHPs.
1 The Texas DSRIP program is the largest implementati@SétIP projects in the nation
with 1,458 active projects administered B98participating providers (as of M&015).

1 While comprehensive DSRIP evaluations are not feasible for each of &8atiie
projects,projects are required to report on sevemnatricsthat demonstratquality
improvementsUnfortunately, not all improvements are captured by DSRIP metrics.

1 Through the DSRIP project§exas Medicaid providers report thability to provide
serviceghat are noturrentlyreimbursable by TexaMledicaid programMany provuders
have noticed further impvements in care.

Preliminary Results

M The formation of the 20 RHPsddo a:

o Twentyfive (25) percent increase in the number of collaborative iotganizational
relationships,

o Twentyfour (24) percent increase in the centralization of collaborations (a measurement
of the restructuring of collaborations in favor of a central organization acting as a hub for
resources and information dissemination), and

o On average, each organization in the RRéteased the number of relationships by 22
percent with a 6 percent increase in relationstspength. [Evaluation Goal 9]

1 Across all RHPs, results show @creased collaboration since the start of the Program, as
evidenced by the presence of new relahips, increased joint programming, increased
resource sharing, and increased data shdiwvgluation Goal 9]

1 Stakeholders report that DSRIPiwer activities are benefitting many residents of the
community due to the increased collaboration amongrozgtions andresubsequeiy
increagng access to health services. [Evaluation Goal 10]
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Stakeholders are satisfied with the RH#?egress toward addressing community needs and
with Texas Halth andHumanServicesCommission (HHSCadministration of the DSRIP
program. [Evaluation Goal 10]

Stakeholders are confident that DSRIP projects are benefiting their communities and giving

them opportunities to offer services they would not otherwise be able to[Bifaluation

Goal 10]

Analysis of the available UC cost data suggested that the distribution-Bfqgeam UC cost

across hospitals was consistent with expected patterns for different subgroup

analysis[Evaluation Goal 5]

Due to incomparability between projects, select project aptions were chosen for detailed

evaluation analysefEzvaluation Goals @]

0 A comparative case study analysis of project area option 2.9.1 projects is ongoing. The
purpose of this project area option is to establish/expand patient naviggdditauto
inappropriate emergency department use.

o Preliminary results show that, in general, large urban sites had the resources necessary to
implement a more comprehensive patient care navigation program compsaneal|to
rural facilities.

0 Based orthelimited daa availablethe dosage (measured in time) of patient care
navigationservices provided to participants may have been as short as one month.
Furthermore,tte duration of services also sometimes varied frortiome referrals to a
number of months for petgwith more complex needs.

o Patient care navigation projects ammetimeseaching a wider range of patients than
initially intended and projects continue to modify services to provide more education and
additional outreach to better serve clients.

o Overall, clients surveyed who reported having patient care navigation services were
satisfied with their care navigators.

Ongoing Challenges

1
1

The administrative resources required for implementation were intensive at the State and
local levels and contireuto be an ongoing concern.

The DSRIP program was intended to offer providers flexibility to redesign and pilot test
delivery system transformation within the context of state/local needs and\Wbdks.

project diversity is a major characteristicl@xas DSRIP, the growing national trend toward
standardization is reflected in the abbreviated tiygsg DSRIP project menu anevised
Category utcome menurhis trend toward standardizatiamay ultimately limit the ability

to address unique local rise

There isan onrgoing challenge to balance standardized reporting metrics while providing
flexibility to sufficiently capture overall project benefits and lessons leaStateholders
recognize areas for improvement: DSRIP implementation processeddefor more
clarification regarding outcome expectations; and sensitivity to contextual differences among
organizations, communities, and regions, e.g., urbead/hospital differences.

Stakeholders report that political and administrative issues warallange for RHP

formation and administration. These issues included:

o Differing opinions among RHP members on which organization woulctiimas the

anchor institution
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o Adhering tounclear anevolvingguidance from state and federal government esfiti

Selecting fromimitedmenu of project options and outcomes, and

o Providing proper project monitoring, given that standardized reporting measures were
frequently modified.

o

SUMMARY

Preliminary evaluation results the Prograniighlight challenges related i implementation
andoffer recommendations to address those issues. While it is premature to relporgam
health outcomes, the increased organizational collaboratioroandimation of services suggest
the initiation of activesystem transformation effort®verall, additional time is necessary to
further examine the impact 8rograminterventions (DSRIP projects MC) on client health
outcomes andC.
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CHAPTER 1
INTRO DUCTION TO THE TEXAS
HEALTHCARE TRANSFORMATION QUALITY IMPROVEMENT PROGRAM
1115(a) WAIVER DEMONSTRATION

Medicaid is a jointly funded stafederal program that finances health insurance foritmeme,
pregnant women, childredisabled, and elderly Amieans® Through theraditional payment

system, known as fefer-service (FFS), each state directly pays health care providers a fee for
each unit of service provided. FFS can result in overutilization and lack of care coordination that
may be harmful téhe beneficiary and incur unnecessary costs (Chernew, 2010; Emanuel &
Fuchs, 2008).

In a managed care model, a managed care organization (MCO) is paid a capped (or capitated)
rate per month for each member enrolled. Therefore, the MCO has an incehave uality
healthcare delivered in the most efficient way (Bindman, Chattopadhyay, Osmond, Huen, &
Bacchetti, 2005). In 1993, Texas began reforming the Medicaid payment structure through the
State of Texas Access Reform (STAR) managed care progratedh wdan areas of the state.

By State Fiscal Year (SFY) 2014, approximately 80 percent of théstédeicaid population

was enrolled in some form of managed care (Texas Health and Human Services Commission,
2015).

There are a variety of riskasedviedicaid managed care (MMC) programs in Texas, each
designed to meet the health care needs of specific populations:

1 STAR: provides primary, acute care, and pharmacy services to newborns, children, families,
and pregnant women.

1 STAR+PLUS: provides all acte and longterm services and supports (LTSS) to clients with
chronic and complex medical conditions who need more than acute care services.

1 Children's Medicaid Dental program: provides dental services to Medicaid eligible
members under age 22.

1 NorthSTAR: provides behavioral health services to STAR clients anelMxticaid eligible
community members who reside in the Dallas service delivery area (SDA).

1 STAR Health: provides medical, dental, vision, and behavioral health services to clients in
foster care, kship care, or in conservatorshgnd some young adults formerly in foster care
ages 1&82.

The 20122013 General Appropriations Act, House Bill (H.B.) 1"82egislature, Regular
Session, 2011 (Article 1l, Health and Human Services Commission, Rijlan8 Senate Bill
(S.B.) 7, 8%% Legislature, First Called Session, 2011 required the Texas Health and Human
Services Commission (HHSC) to expand MMC to include additional Medicaid clients to
improve budget efficiency. At the same time, the provisiomobmpensated cafe)C) in

Texas was increasingrompting the state wommission dargescale system transformation
(Texas Health and Human Services Commission, 12012

! Title XIX of the Social Security Act of 1965.
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To fulfill this directive, HHSC submitted a proposal to the Centers for Medicaré&/adlicaid

Services (CMS) for a fivgear Section 1115(a) demonstration waf/Besearch and

demonstration 1115 waivers allow stat@svaive a variety of program requirements, such as
comparability or statewideneds test new ideas for operating thegspective Medicaid

programs States may use these waivers to structure statewide health system reforms and to test
the value of new services or service delivery mechanistesms ofcosteffectiveness and

efficacy.

Possible interventions allowed irSaction 1115 demonstration waiver include:

1 The expansion of eligibility to individuals who are not otherwise enrolled in Medicaid or the
Childreris Health Insurance Program (CHIP),

The provision of services not typically covered by Medicard

Theimplementation of programs that encourage innovative service delivery systems with the
goals of improving care, increasing efficiency, and reducing health carée’ costs.

1
1

Waivers are required to be budget neutral to the federal government for the durtiesn o
demonstration and are usually for five years, subject to renewal or extension. CMS also requires
states to conduct comprehensive evaluations on the efficacy of their 1115 waivers.

CMS approved the Texas Healthcare Transformation and Quality Impeovétrogranwaiver

("Prograni) on December 12, 2011. The Program is ongoing and, unless Texas is granted a
waiver extension or renewal, will end on September 30, 2016.

EVALUATION OVERVIEW

This section provides a general description, including evalugtbals, for the two Program
interventions. A detailed description of the Program can be found in the 1115 Waiver ptotocol.

The overarching goal of the Program is to support the development and maintenance of a
coordinated care delivery system, theraimintaining or improving health outcomes while
containing cost growth. This goal is consistent with the CWifle aim' approach to improve

the experience of care, improve the health of populations, and to reduce the cost of healthcare
without compromisig quality (Berwick, Nolan, & Whittington, 2008).

2 http://www.medicaid.gov/medicaichip-programinformation/bytopics/waivers/1115/sectiohl 15
demonstrations.htmLast accesseduly 11, 2015.

3 Federal Register (Vol.77, No.38) February 27, 2012 Medicaid Program; Review and Approval Process for Section
1115 Demonstrations: Application, Review, and Reporting Process for Waivers for State Innovation: Final rules
http://www.gpo.govidsys/pkg/FR201202-27/html/20124354.htm

* http://www.hhsc.state.tx.us/114H®cs/DSRIPProtocols.pdf. Last accessed AprilZ®15.



http://www.medicaid.gov/medicaid-chip-program-information/by-topics/waivers/1115/section-1115-demonstrations.html
http://www.medicaid.gov/medicaid-chip-program-information/by-topics/waivers/1115/section-1115-demonstrations.html
http://www.hhsc.state.tx.us/1115-docs/DSRIP-Protocols.pdf.%20%20Last%20accessed%20April%208

Chapter 1: Introduction 3

The Program strategy use®o types of interventionsto achieve the overarching goal:

1 Intervention I: Expand the existing MMC programs, STAR and STAR+PLUS, statewide
carvein prescription drug benefits dmontbehavioral health inpatient hospitalizations; and
transform theChildrens Medicaid Dental program from FFS to a managed care model.

1 Intervention Il: Establish two new funding pools that will assist providers with UC costs
and promote health systemansformation through the Delivery System Reform Incentive
Payment (DSRIP) program.

Intervention |: Expansion of Medicaid Managed Care Program Statewide

Intervention | relates to thexpansion of the MMC program statewide. The newly created STAR
and STAR+PLUS SDAs are the primary focus of the interim evaluation report (see Figures 1.1
and 1.2). As members and healthcare benefits shift from primary care case manégeast

or FFS toa managed care system, a-fpest study design examines the impact of managed care
expansion ofiour aspects of health camccess, coordination, quality, and cost. Because MMC
has existed in some Texas SDAs since 1993, only new STAR and STAR+PLUSMBEAS
examined. It is unlikely that the Program would have any measurable impact on existing SDAs.
However, the impact of carving in pharmacy benefits and the transfahikellen's Medicaid

Dental program was examined statewide. Figures 1.1 through WW&lsb@xpansion to the

STAR and STAR+PLUS programs during the duration of the Program.
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Figure 1.1. ServiceDelivery Areas for Texas STAR MedicaidM anagedCare beforeExpansion (3/1/2012)

= Wichita Falls |

K

_Abilene

Midland
-
El Paso \ —ees Odessa *

Killeen

College Station

TEXAS

Health and Human
0 100 200 Services Commission
Miles Msp Prepared by: Strategic Decision Support Department,

Texas Heath and Human Services Commiss ion, MRL
April 22, 2015



Chapter 1: Introduction 5

Figure 1.2. New @®rvice Delivery Areas for Texas STAR MedicaidM anagedCare after Expansion (3/1/2012)
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Figure 1.3. ServiceDelivery Areas for Texas STAR+PLUS MedicaidM anagedCare before Expansion (3/1/2012)
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Figure 1.4. NewService Déelivery Areas for Texas STAR+PLUS MedicaidvianagedCare after Expansion (3/1/2Q2)
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Figure 1.5. Additional Service Delivery Areas for Texas STAR+PLUS MedicaidVlanagedCare after Expansion (9/1/2014)
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Figure 1.6 provides a timeline of key dates for the expansion of MMC. Details on each phase of
expansion are provided after the timeline.

Figure 1.6. Intervention | Key Dates

Amendment
STAR+PLUS expands to MRSA,
ICF/IDD clients,
BH case management/rehab added

Medicaid Managed Care September 1, 2014

(STAR/STAR+PLUS) expands, Amendment
PCCMeliminated Nursing Facility services

. ) ) Carvedin to STAR+PLUS,
Childrenbés Medicaid Dgntpgyl pedofdirdtibnC € S

provided through DMOs March 1, 2015
March 1, 2012

Texas 883! Legislative Texas 84 Legislative
Session Session

l ® l
FFY
2009

Texas 8% Legislative
Session

Pre Demonstration Years Demonstration Years
Y FFY1 Federal Fiscal Year
) DMO i Dental managed care organization
Texas 1115(a) Interim Report ICF/IDD i Intermediate caréacility/
Intervention | (PréPost Design) intellectual and

developmentatiisability
BH 1 Behavioral health
MRSAT Medicaid Rural ServicArea
PCCMi Primary Care Case Management

On March 1, 2012, Texas made several significant changes to its Medicgrdm (see Table
1.1). Specifically, Texas:

1 Expanded the STAR program statewide replacing the PCCM delivery systems. New STAR
SDAs included: Hidalgo and the Medicaid Rural Service Areas (MRSAS),

1 Expanded the STAR+PLUS program into the El Paso, Hidatgbl.abbock SDAs,
replacing the PCCMelivery systems,

1 Carvedin nonbehavioral health inpatient hospital services to the STAR+PLUS capitation
rate,

1 Replaced the FFS delivery system for chilckgmimary and preventive dental care with a
managed care mode&ind

1 Replaced the prescription FFS delivery system (Vendor Drug Program) by darving
outpatient pharmadyenefits into managed care.
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Table 1.1. Summary ofProgram, Geographic, andService Changes
to Texas MedicaidM anagedCare

Medicaid

Pre-Managed Care Expansion

PostManaged Care Expansion

Program

STAR

Primary

Care Case
Management
(PCCM)

STAR+PLUS

before 3/1/2012

Eligibility: pregnant women, children
with limited income, and TANFclients

Service delivery areasBexar, Dallas,
Harris, Jefferson, Nueces, Tarrant, an
Travis

Services:Primary and acute care service
in-patient hospital services, and
pharmacy through VDP

Eligibility: pregnant women, children
with limited income, and TANF clients

Service delivery areasremoved as nen
capitated plan choice in the STAR
service delivery areas in 2005. Served
rural counties.

Services:Primary and acuteace covered
services, and pharmacy through VDP

Eligibility: SSI/SStrelated clients with a
disability or who are age 65 and older
and have a disability

Service delivery areasBexar, Dallas,
Harris, Jefferson, Nueces, Tarrant, an
Travis

Services:Acute, pharmacy, and long
term services and supports are
coordinated. Ifpatient hospital services
are not included in the capitation rate
(carvedout)

! Temporary Assistance for Needy Families (TANF).
2Vendor Drug Program (VDP).

3 Supplemental Security Income (SSI).

* Medicaid RuraService Area (MRSA).

Impact of Managed Care Expansion

Eligibility: no change

Service delivery areasHidalgo, MRSA
Central, MRSA West, MRSA Northeasi

Services:Pharmacy benefits carvéa

Eliminated from all remaining areas on
February 29, 2012.

Eligibility: no change
Service delivery areas:
El Paso, Hidalgo, Lubbock

Services:In-patient hospital services and
pharmacy benefits carveal
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The evaluation goals for Intervention | relate to the impact of MMC expansibaadtihcare
access, coordination, quality, efficiency, and cost.

1 Evaluation Goal 1: Evaluate the extent to whi@tcess to caramproved through managed
care expansion to new STAR and STAR+PLUS SDAs, dental services, and pharmacy
services.

o Program focus goals include access to prescription drugs, dental care for children, non
behavioral inpatient care, adult accesgiteventative/ambulatory health service, and
prenatal and postpartum care.
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1 Evaluation Goal 2: Evaluate the extent to whidoordination of caremproved through
managed care expansion to new STAR and STAR+PLUS SDAs.

o Program focus goals include coordination of care among providers and service
coordination.

1 Evaluation Goal 3: Evaluate the extent to whiajuality of caremproved through managed
care expansion to new STAR and STAR+PLUS SDAs, dental services, and pharmac
services.

o Program focus goals include quality of dental care for children and quality of adult
preventive and emergent care.

1 Evaluation Goal 4: Evaluate the extent to whidificiency improved and cost decreased
through managed care expansion to new B BAd STAR+PLUS SDAs, and dental services.
0 Program focus goals include reductiommémber costs, increased utilization rates, and

an analysis of the experience rebate provision.

Intervention |l: Formation of Regional Healthcare Partnership (RHP) Regions

Texas chose to apply for a Medicaid 1115 waiver that incentivizes system transformation and
guality improvements in hospitals and other providers that serve high volumesiotmwe
patients. Since 2010, eight states have negotiated with the fedezahigent to implement
Delivery System Reform Incentive Payment (DSRiIR)grams providing states with a unique
opportunity to redesign delivery systems within the contegteaif particulameeds and goals.

The Program in Texas was modeled afterBhidge to RefornSection 1115(a) Medicaid waiver
program in Californiavhich wasapproved in November 2010. The California demonstration
waiver, worth $10 billion, expanded Medicaid coverage, expanded MMC, and implemented a
similar DSRIP program. Californianplemented their DSRIP program throughd&kignated

public hospital system®PHs). TheDPHs developed systemuide projects, including

outpatient, inpatient, primary, and specialty care that corresponded with four project categories:
(1) infrastructure dvelopment, (2) innovation and redesign, (3) populdiaused

improvement, and (4) urgent improvements in care. However, there were several key differences
between the California DSRIP program and the Texas Program. Primarily, in addition to safety
net lospitak, theTexasProgram approved projects implemented by a range of providers
including public and private hospitals, nursing facilities, and provider groups.

The Program intended to use savings from the expansion of MM® aneserve federal
hosptal funding historically received as Upper Payment Limit (UPL) payments to form two new
funding pools (see Figure 1.7).
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Figure 1.7. NewFunding Model under the Program

Medicaid
Managed Care
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Care
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TheUC andDSRIPpools aim to assist hospitals and other providers Wdlcosts and to

promote health system transformation related to new coverage demands that began in 2014 as
required by the Patient Protection and Affordable Carg ACA) (2010). TheACA may

indirectly impact UC in Texas imultiple ways. For example:

il
1

Dueto changes in income eligibility, many children previously covered under CHIP are now
part of the Texas Medicaid program.

Previously uninsured individuals now have healthcare coverage due to the individual
mandatepotentially increasing the demand ondical professionals.

Medicaid coverage is extended to foster care youth through ageah insurance

companies are no longer able to refuse coverage due teeaigtiag condition.

Although the implementation of the disproportionate share hoggiyathent reductions

specified in ACA has been delayed, the eventual impact will be greater for hospitals in Texas
and other states opting out of the Medicaid expansion.

ACA is likely to drive many individuals, both previously insured and uninsured, into
sekcting highdeductible health plan options from the insurance exch&@igelarly, the

ACA's "tax" on high cost employaponsored plans may push employers to encourage
employees to select high deductible products as well.

The trend toward a greater shaferivately insured individuals in high deductible health
plans may increase UC for hospital services provided to insured patients who lack income
sufficient to pay the high deductible.

To receive payments from either funding pool, a hospitalterbealthcargroviderhad tojoin
with other hospitals or public entities in a geographic region to forRHP (see Figure 1.8).
Each RHP, with the collaboration of participating providers and stakeholders, identified
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performance areas for improvementlareated a plan under which its members implemented
approved projects to achieve Program goals.
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Figure 1.8. Texas Regional Healthcare Partnerships



